A B S T R A C T

Background
Most people with schizophrenia have a cyclical pattern of illness characterised by remission and relapses. The illness can reduce the ability of self-care and functioning and can lead to the illness becoming chronic and disabling. Rehabilitation is one of the important parts of treatments. Life skills programmes, emphasising the needs associated with independent functioning, are often a part of the rehabilitation process. These programmes, therefore, have been developed to enhance independent living and the quality of life for people with schizophrenia living in the community.
Objectives
To review the effectiveness of life skills programmes with standard care or other comparable therapies for people with chronic mental health problems.
Search strategy
We searched the Cochrane Schizophrenia Group Trials Register (May 2007) which is based on regular searches of BIOSIS, CENTRAL, CINAHL, EMBASE, MEDLINE and PsycINFO. Hand searches and scrutiny of references supplemented this process. We inspected references of all identified studies for further trials.
Selection criteria
We included all relevant randomised or quasi-randomised controlled trials for life skills programmes versus other comparable therapies or standard care involving people with serious mental illnesses.
Data collection and analysis
We extracted data independently. For dichotomous data we calculated relative risks (RR) and their 95% confidence intervals (CI) on an intention-to-treat basis, based on a random effects model. We calculated numbers needed to treat/harm (NNT/NNH) where appropriate. For continuous data, we calculated weighted mean differences (WMD) again based on a random effects model.
Main results
We included four randomised controlled trials with a total of 318 participants. These evaluated life skills programmes versus standard care, or support group. We found no significant difference in life skills performance between people given life skills training and standard care (Patterson 2003, n=32, WMD -1.10 CI -7.8 to 5.6). Life skills training did not improve or worsen study retention (n=60, 2 RCTs, RR 1.16 CI 0.4 to 3.4). We found no significant difference in PANSS positive, negative or total scores between life skills intervention and standard care. Depression scores (HAM-D) did not reveal any significant difference between groups (Patterson 2003, n=32, WMD -0.70 CI -4.1 to 2.7). We found quality of life scores to be equivocal between participants given life skills training (Patterson 2003, n=32 , WMD -0.02 CI -0.1 to 0.03) and standard care. Life skills compared with support groups also did not reveal any significant differences in PANSS scores, quality of life, or social performance skills (Patterson 2006, n=158, WMD -0.90 CI -3.4 to 1.6).
Authors' conclusions
Currently there is no good evidence to suggest life skills programmes are effective for people with chronic mental illnesses. More robust data are needed from studies that are adequately powered to determine whether life skills training is beneficial for people with chronic mental health problems.
P L A I N L A N G U A G E S U M M A R Y
Plain language summary People with chronic mental illness often experience a cyclical pattern, characterised by more than one relapse in their lifespan. This can affect their ability to care for themselves and function normally. Life skills programmes are one intervention designed to help during the rehabilitation process by enhancing the ability of people with chronic mental illness to live independently. The elements of life skills programmes include training in managing money, organising and running a home, domestic skills and personal self care and related interpersonal skills. The aim of life skills is to enhance independent functioning so that people are able to remain in the community for longer periods and achieve a better quality of life.
We evaluated the effectiveness of life skills programmes compared with either other comparable therapies or standard/usual care for people with chronic mental health problems. We included four randomised trials. Outcome data were sparse, with most studies being too small to adequately detect potential benefits from life skills programmes. Currently there is no evidence from randomised trials to suggest that life skills programmes improve the well-being of people with schizophrenia/chronic mental illnesses, or conversely that it is ineffective. Larger trials are needed to determine whether life skills programmes are beneficial for people with chronic mental illnesses.
B A C K G R O U N D
Schizophrenia can occur as a single episode of illness. By far the greater proportion of sufferers, however, have remission and relapses; for many of those who develop schizophrenia it becomes a chronic and often disabling illness (Bustillo 2000 ) . Preceding the movement of care into the community the rehabilitation process was mostly provided by the large mental health institutions in which sufferers often spent many years (Wing 1970) . This pattern of care has changed (Hume 1995). Currently, few chronically mentally ill people, perhaps with the exception of those in a secure forensic setting, spend longer than a few weeks per year in hospital, and most care, certainly within the UK, is communitybased (Davies 1990; Leff 1992) . Relative to other chronic illnesses, the personal and economic costs of schizophrenia are considerable (Knapp 1994; Bustillo 2000) .
People with schizophrenia often receive different types of treatment concurrently. Medication is commonly used for management of symptoms but the social disability which often accompanies the illness can require a variety of psychological, nursing and occupational therapies (Pines 2000; Marlowe 2003 
O B J E C T I V E S
To evaluate the effects of life skills programmes for people with chronic mental health problems compared to standard care or other interventions.
C R I T E R I A F O R C O N S I D E R I N G S T U D I E S F O R T H I S R E V I E W
Types of studies
We included all relevant randomised or quasi-randomised controlled trials. Results from trials that used quasi-random allocation, such as by day of week or month, were compared in sensitivity analyses with trials using more robust means of randomisation.
Types of participants
We included adults between the ages of 18-60 with chronic mental illnesses diagnosed by any criteria. People with dementia, alcoholism, serious suicidal risk, and organic brain syndrome were excluded.
Types of intervention
1. Life skills programmes were defined as any group or individual programme involving independent functioning in daily living. These programmes could include training in managing money, organising and running a home, domestic skills and personal self care and related interpersonal skills. Evaluation of specific social skills training was not a focus of this review.
Programmes of five sessions or less were considered as 'brief ', and six or more as 'other'. Place of residence was defined as either 'hospital' or 'community' for the purposes of this review. For example, if people were in hospital at the time of attending a day-hospital based programme they were considered to be receiving 'hospital-based' care. If, on the other hand, they attended the day hospital from home then they were considered to be receiving 'community-based' care. Trained staff were those personnel who held a professionally recognised health care qualification.
2. Attention control condition: a support group session that provided a supportive environment for addressing personal problems.
3. Standard care: the normal level of psychiatric care provided in the area where the trial is being carried out.
Types of outcome measures
The primary outcomes* were self-care functioning at personal and domestic level (life skills). We grouped outcomes into the short term (less than six months), medium term (7-12 months) and long term (over one year).
S E A R C H M E T H O D S F O R I D E N T I F I C A T I O N O F S T U D I E S
See: Cochrane Schizophrenia Group methods used in reviews. 
Hand searches
We searched the following journals:
The American Journal of Occupational Therapy (1972-present) The Australian Journal of Occupational Therapy (1980-present) The British Journal of Occupational Therapy (1972-present) Occupational Therapy Journal of Research (inception to present) Occupational Therapy in Mental Health (inception to present)
Social Science Citations
We searched all selected trials on the Social Sciences Citation Database in order to identify additional reports of possibly relevant controlled trials.\
Reference searching
We inspected the references of all identified studies for further studies.
M E T H O D S O F T H E R E V I E W
Selection of trials
We (PT, MN) independently inspected all reports. We resolved any disagreement by discussion, and where there was still doubt, we acquired the full article for further inspection. Once the full articles were obtained, we independently decided whether the studies met the review criteria. If disagreement could not be resolved by discussion, we sought further information and these trials were added to the list of those awaiting assessment.
Assessment of methodological quality
We assessed the methodological quality of included studies using the criteria described in the Cochrane Handbook (Higgins 2006), which is based on the degree of allocation concealment. Poor concealment has been associated with overestimation of treatment effect (Schulz 1995) . Category A includes studies in which allocation has been randomised and concealment is explicit.
Category B studies are those which have randomised allocation but in which concealment is not explicit. Category C studies are those in which allocation has neither been randomised nor concealed.
Only trials that are stated to be randomised (categories A or B of the handbook) will be included in this review. The categories are defined below:
A. Low risk of bias (adequate allocation concealment) B. Moderate risk of bias (some doubt about the results) C. High risk of bias (inadequate allocation concealment).
For the purpose of the analysis in this review, trials were included if they met the Cochrane Handbook criteria A or B. In addition, we completed the Risk of bias table for each included trial. In this we recorded our opinions of where each of the studies was vulnerable to bias.
3. Data extraction PT independently extracted data from selected trials, while MN separately re-extracted information from two different samples (10%). When disputes arose we attempted to resolve these by discussion. When this was not possible and further information was necessary to resolve the dilemma, data were not entered and we added the trial to the list of those awaiting assessment.
Data synthesis 4.1 Data types
Outcomes were assessed using continuous (for example, changes on a behaviour scale), categorical (for example, one of three categories on a behaviour scale, such as 'little change', 'moderate change' or 'much change') or dichotomous (for example, either 'no important changes' or 'important changes' in a person's behaviour) measures. Currently RevMan does not support categorical data so, where possible, we changed these to binary outcomes in line with those listed above.
Incomplete data
We did not include trial outcomes if more than 40% of people were not reported in the final analysis.
Dichotomous -yes/no -data
We used an intention to treat analysis. On the condition that more than 60% of people completed the study, everyone allocated to the intervention were counted, whether they completed the follow up or not. It was assumed that those who dropped out had the negative outcome, with the exception of death. Where possible, efforts were made to convert outcome measures to dichotomous data. This can be done by identifying cut off points on rating scales and dividing participants accordingly into 'clinically improved' or 'not clinically improved'. If the authors of a study had used a predefined cut off point for determining clinical effectiveness, we used the authors definition where appropriate. Otherwise it was generally assumed that if there had been a 50% reduction in a scale-derived score, this could be considered as a clinically significant response (Leucht 2005a; Leucht 2005b) . Similarly, a rating of 'at least much improved' according to the Clinical Global Impression Scale (Guy 1970) was considered as a clinically significant response.
The relative risk (RR) and its 95% confidence interval (CI) was calculated based on the random effects model, as this takes into account any differences between studies even if there is no statistically significant heterogeneity. It has been shown that RR is more intuitive (Boissel 1999) than odds ratios and that odds ratios tend to be interpreted as RR by clinicians (Deeks 2000) . This misinterpretation then leads to an overestimate of the impression of the effect. We inspected data to see if an analysis using a fixed effects model made any substantive difference in outcomes that were not statistically significantly heterogeneous. When the overall results were significant we calculated the number needed to treat (NNT) and the number-needed-to-harm (NNH) as the inverse of the risk difference.
Continuous data 4.4.1 Normal distribution
Continuous data on outcomes in trials relevant to mental health issues are often not normally distributed. To avoid the pitfall of applying parametric tests to non-parametric data we applied the following standards to continuous final value endpoint data before inclusion: (a) standard deviations and means were reported in the paper or were obtainable from the authors; (b) when a scale started from zero, the standard deviation, when multiplied by two, should be less than the mean (otherwise the mean is unlikely to be an appropriate measure of the centre of the distribution (Altman 1996); In cases with data that are greater than the mean they were entered into 'Other data' table as skewed data. If a scale starts from a positive value (such as PANSS, which can have values from 30 to 210) the calculation described above in (b) should be modified to take the scale starting point into account. In these cases skewness is present if 2SD>(S-Smin), where S is the mean score and Smin is the minimum score. We reported non-normally distributed data (skewed) in the 'other data types' tables.
For change data (mean change from baseline on a rating scale) it is impossible to tell whether data are non-normally distributed (skewed) or not, unless individual patient data are available. After consulting the ALLSTAT electronic statistics mailing list, we entered change data in RevMan analyses and reported the finding in the text to summarise available information. In doing this, we assumed either that data were not skewed or that the analysis could cope with the unknown degree of skew.
Final endpoint value versus change data
Where both final endpoint data and change data were available for the same outcome category, we only presented final endpoint data. We acknowledge that by doing this much of the published change data may be excluded, but argue that endpoint data is more clinically relevant and that if change data were to be presented along with endpoint data, it would be given undeserved equal prominence. We are contacting authors of studies reporting only change data for endpoint figures.
Summary statistic
For continuous outcomes we estimated a weighted mean difference (WMD) between groups. WMDs were again based on the random effects model, as this takes into account any differences between studies even if there is no statistically significant heterogeneity. We combined both endpoint data and change data in the analysis, because there is no principal statistical reason why endpoint and change data should measure different effects (Higgins 2005) . When standard errors instead of standard deviations (SD) were presented, we converted the former to standard deviations. If both were missing we estimated SDs from p-values or used the average SD of the other studies (Furukawa 2006) 4.5 Rating scales A wide range of instruments are available to measure mental health outcomes. These instruments vary in quality and many are not valid, and are known to be subject to bias in trials of treatments for schizophrenia (Marshall 2000) . Therefore continuous data from rating scales were included only if the measuring instrument had been described in a peer-reviewed journal.
Cluster trials
Studies increasingly employ cluster randomisation (such as randomisation by clinician or practice) but analysis and pooling of clustered data poses problems. Firstly, authors often fail to account for intra class correlation in clustered studies, leading to a unitof-analysis error (Divine 1992) whereby p values are spuriously low, confidence intervals unduly narrow and statistical significance overestimated. This causes Type I errors (Bland 1997; Gulliford 1999) .
Where clustering was not accounted for in primary studies, we presented the data in a table, with a (*) symbol to indicate the presence of a probable unit of analysis error. In subsequent versions of this review we will seek to contact first authors of studies to obtain intra-class correlation co-efficients of their clustered data and to adjust for this using accepted methods (Gulliford 1999) . Where clustering has been incorporated into the analysis of primary studies, we will also present these data as if from a noncluster randomised study, but adjusted for the clustering effect.
We have sought statistical advice and have been advised that the binary data as presented in a report should be divided by a design effect. This is calculated using the mean number of participants per cluster (m) and the intraclass correlation co-efficient (ICC) [Design effect=1+(m-1)*ICC] (Donner 2002). If the ICC was not reported it was assumed to be 0.1 (Ukoumunne 1999). If cluster studies had been appropriately analysed taking into account intraclass correlation coefficients and relevant data documented in the report, we synthesised these with other studies using the generic inverse variance technique.
Investigation for heterogeneity
Firstly, we considered all the included studies within any comparison to judge for clinical heterogeneity. Then we visually inspected graphs to investigate the possibility of statistical heterogeneity. We supplemented this by using primarily the Isquared statistic. This provides an estimate of the percentage of variability due to heterogeneity rather than chance alone. Where the I-squared estimate was greater than or equal to 50%, we interpreted this as indicating the presence of considerable levels of heterogeneity (Higgins 2003) . When heterogeneous results were found, we investigated the reasons for this; where heterogeneity substantially altered the results these data were not summated, but presented separately and reasons for heterogeneity investigated.
Addressing publication bias
We entered data from all identified and selected trials into a funnel graph (trial effect versus trial size) in an attempt to investigate the likelihood of overt publication bias (Egger 1997).
Sensitivity analyses
We investigated the sensitivity of the results of only the primary outcomes to grouping drugs into broad families such as typical and atypical. In addition we investigated whether one particular antipsychotic was of value for stabilising weight in a healthy range.
General
Where possible, we entered data in such a way that the area to the left of the line of no effect indicated a favourable outcome for the experimental treatment.
D E S C R I P T I O N O F S T U D I E S
Excluded studies
We excluded 40 studies. Five studies were not randomised. Three reports were review articles. The other 32 studies were randomised (30) or quasi-randomised (2). In each, the experimental groups were allocated to a programme that had some elements of life skills but also incorporated other training interventions, of which social skills were frequently used. One study (Duncombe 2004) did compare cooking skills lessons between two settings, both in the clinic and the patient's home. The results between the two settings were presented and indicated no significant difference. However, we felt that the authors should compare the change in skills in each setting with the control group rather than comparing skills score in each setting. Another study (Mosher 1978) compared life-skills programmes with standard care but the experimental intervention took place in a community setting, whilst the standard care group were within a hospital setting. We felt that the allocation to hospital or community would confound any evaluation of life skills.
Awaiting assessment
No studies are awaiting assessment.
Ongoing
We found no ongoing studies.
Included studies
We included four randomised studies (Brown 1983; Campbell 1983; Patterson 2003; Patterson 2006) This measure aims to assess the ability to independently manage the medication of participants. Participants are given mock medication bottles that are labelled with direction for use. Participants are then instructed to sort the pills and describe to the interviewer how and when they should take them throughout the day. Scoring will be given based on the accuracy of the participant's counting of (a) pill type, (b) number of times per day the prescribed dose is to be taken, (c) number of capsules taken each time, and (d) whether they are taken with or without food as directed. Each deviation from the prescribed regimen is scored as an error (total score = 0-25 
Missing outcomes
Brown 1983 did evaluate life skills but used an instrument that was in a developmental phase (Life Skills Inventory) and no subsequent information about this tool has been found. We therefore decided not to present those data (see 'Methods' section). In addition, the Hamilton Rating Scale for Depression was rated by a therapist so data are also not reported in this review (see 'Methods' section).
M E T H O D O L O G I C A L Q U A L I T Y
1. Randomisation All studies were randomly assigned. However, three studies did not describe how allocation to intervention was undertaken (Brown 1983; Campbell 1983; Patterson 2006) . The Patterson 2003 study was a cluster randomised trial whereby clinics were randomised to either life skills programmes or standard care, and authors reported that outcomes were adjusted to take account of the clustering effect. Allocation concealment was not tested in any of the studies.
Blinding
Two studies did not report if blinding was attempted (Brown 1983; Campbell 1983) . The others two studies (Patterson 2003; Patterson 2006) clearly stated that the assessors were blinded to the treatment condition of the participants. None of the included trials tested the adequacy of the blindness of those rating outcomes.
Follow-Up
Three people left Brown 1983; two from the experimental group and one from the control group. No explanation is given for these losses; the authors simply state that the responses from the dropouts were not used in the data analysis. All participants remained in the Campbell 1983 study. Eight participants left the experimental group (Patterson 2003) and were not included in the analysis. However, the authors did examine baseline values on demographic variables and treatment outcome related variables between completers versus drop-out. No significant differences were reported between the two groups suggesting that attrition did not bias the study. In the Patterson 2006 study, 18 participants were withdrawn from the experimental group for various reasons, being moved from board and care (n=8), hospitalised/medical (n=3), schedule conflict (n=2), lost contact (n=2) and refused intervention (n=3); therefore only 106 received life skills intervention and seven were lost to follow-up. Ninety nine were eligible for analysis but only 82 were included. In the control group, 14 participants were excluded due to being moved from board and care (n=4), hospitalised/medical (n=3), schedule conflict (n=1), lost contact (n=2), refused intervention (n=2), jailed (n=1) and lack of transportation (n=1). Therefore only 102 received regular intervention but six were lost to follow-up. Ninety six were eligible for analysis but only 76 were included. The inadequate reporting of randomisation, possible lack of double blindness for these outcomes and unclear reasons for lost to follow up would suggest that estimates of effect are prone to exaggeration (Moher 1998).
R E S U L T S
The search
We found 1050 citations using the search strategy. The vast majority were not relevant to this review and are not listed in detail. Twenty-nine citations, relating to 23 studies were acquired as they mentioned life skills or other similar types of interventions. For the 2007 update we found two additional studies to include in this review, now with a total of four controlled trials relating to life skills.
COMPARISON 1: LIFE SKILLS PROGRAME versus STAN-DARD CARE
Life Skills 2.1.1 Life skills: No important change in specific skills
We found all outcomes by Campbell 1983 relating to acquisition of skills, household activity skills, kitchen skills, laundry skills and self care were not significantly different between intervention groups. These are highly specific skills from a very small study (n =10) and are presented in order to generate hypotheses.
2.1.2 Life skills: UPSA endpoint score at 24 week No significant differences were found between life skills and the control group at endpoint (24 weeks) (Patterson 2003, n= 32, WMD -1.10 CI -7.8 to 5.6).
Leaving the study early
In Brown 1983, three people left the study early, two from the experimental group and one from the control group. Eight people dropped out in Patterson 2003, four from each group, and overall no significant differences were found between groups (n=60, 2 RCTs, RR 1.16 CI 0.4 to 3.4).
Mental state 2.3.1 PANSS score Patterson 2003 measures positive and negative symptoms at 24
week using the PANSS scale. We found that life skills did not significantly improve the psychopathology of those with serious mental illness (n=38, WMD -0.80 CI -4.4 to 2.8 for positive symptom; n=38 WMD 1.90 CI -1.8 to 5.6 for negative symptom; n=38, WMD 0.00 CI -3.1 to 3.1 for general psychopathology).
Depression -POMS/Zung
Brown 1983 reported data from the Profile of Mood Scale which contained wide standard deviations and data were not significantly different between intervention groups (n=25, WMD -5.99 CI -16.0 to 4.0). Brown 1983 also reported data from the Zung scale and again data contained wide standard deviations, and we found no significant difference between groups (n=25, . Patterson 2003 reported endpoint data for depression using the HAM-D scale but data were skewed (wide SD) and are reported in other data tables.
Prediction of successful return to community
Brown 1983 measured the prediction of a successful return to the community after life skills training. We found no significant differences between those who received training and those who did not (n=25, WMD -10.36 CI -34.9 to 14.2).
Quality of life
We found data were not significantly different for quality of wellbeing after 24 weeks of life skills interventions compared with control (Patterson 2003, n=32, WMD -0.02 CI -0.1 to 0.03).
COMPARISON 2: LIFE SKILLS PROGRAME versus AT-TENTION CONTROL (support group)
3.1 Life skills 3.1.1 Life skills: everyday functioning Patterson 2006 measured the six areas of life skills e.g. management skills, social skills, communication skills, organization and planning skills, transportation skills and financial management skills. We found no significant differences between those who attended skills training and those who received support group (n=158, WMD -2.50 CI -8.9 to 3.9).
Life skills: Medication management ability
Medication management ability, although not a life skill by itself, has been considered part of the life functioning of those with chronic mental illness. Patterson 2006 reported data for this outcome however data were skewed and are reported in other data tables.
Life skills: Social skill performance
In this review we did not review the programme that evaluated social skills, except for the life skills programme with related interpersonal skills. The FAST model is one of these and we found no significant difference in social skills performance (Patterson 2006, n=158, WMD -0.90 CI -3.4 to 1.6) between groups.
Mental state 3.2.1 Mental state: change in psychopathology
In Patterson 2006, we found no significant difference for PANSS total score (n=158, WMD 2.70 CI -4.8 to 10.2).
Mental state: HAM-D depression
Patterson 2006 reported data from the HAM-D scale but data were too skewed and are reported in other data tables.
Quality of life
Life skills programmes did not significantly improve the quality of well-being for participants receiving life skills training (Patterson 2006, n=158, WMD 0.90 CI -3.1 to 4.9) compared with the support group.
Missing outcomes
Neither study evaluated global state (relapse rate), satisfaction with care or economic outcomes.
D I S C U S S I O N
General
We were only able to include four studies in this review. Two studies (Brown 1983; Campbell 1983) were small with sample sizes of less than 30 participants, and both were of short term duration. Patterson 2003 used a cluster designed randomised trial involving four centres with a study population of just 10 participants for each centre. The chance of finding real treatment effects from such small studies is unlikely. All studies were stated to be randomised, but two (Brown 1983; Campbell 1983 ) did not describe how allocation to intervention groups was undertaken and we don't know if blinding was used. The other two studies (Patterson 2003; Patterson 2006) were randomised and reported that assessors were blind to treatment allocation. However, the success of allocation concealment was not tested nor the success of assessors remaining blind to treatment groups. It is possible that the studies were affected by performance and detection bias.
All of the included studies reported the intervention techniques adequately. Two studies used life skills programmes (Brown 1983; Campbell 1983) while (Patterson 2003 and Patterson 2006) taught life skills plus related interpersonal skills. A few of the excluded studies could not be included because they taught life skills as part of social skills training (e.g. Glynn 2002). We felt that the authors focused more on social skills training, medication management and problem solving skills which was not the main purpose of this review (please see detail in the characteristics of excluded studies).
Limited data
The studies often used different assessment scales and we were unable to pool the divergent outcome data making the detection of potential treatment effects more remote.
COMPARISON 1: LIFE SKILLS PROGRAME versus STAN-DARD CARE
3.1 Life skills: No important change in specific skills/global skills Overall there were no significant differences between life skills programmes and standard care. There is still a need for large randomised controlled trials to investigate the effects of life skills programmes.
3.2 Leaving the study early Three people left the study early in Brown 1983 without reasons given by the authors. Eight participants dropped out in Patterson 2003. None of the studies used an intention-to-treat analysis. However, Patterson 2003 tried to test the differences of the baseline data between two groups to confirm that the attrition did not affect the results.
Mental state
All data were under-powered and none of the measures of mental state showed that life skills programmes were superior to standard care, albeit with an inadequate sample size to detect a treatment effect. This is unfortunate because the negative symptoms of psychopathology were measured and these studies could have informed clinicians whether such treatment would be helpful for the negative symptoms which are often so unresponsive to drug interventions.
Quality of life
Only one study tested the effect of life skills programmes on quality of well-being compared with standard care. No clear benefits were found. There is a need for a programme tailored to improve the quality of well-being of people with chronic mental illnesses.
3. COMPARISON 2: LIFE SKILLS PROGRAME versus AT-TENTION CONTROL (support group) Patterson 2006 compares life skills with those who received attention control i.e. support groups to encourage members to talk and solve their problems.
Life skills: everyday functioning/medication and social skills
From the limited data available we found no evidence to suggest that life skills programmes improved everyday functioning. The life skills programme included enhancing organisational and planning skills, transportation skills, financial management, medication management, social skills and improving communication skills.
General functioning
Social skills were not improved in the life skills group compared with the control group. From this limited evidence of a single study, the data does not indicate that the more structured approach of life skills training confers greater benefits than the support group problem solving techniques.
Mental state
Only PANSS scores were available to assess changes in psychopathology and we found that participants receiving life skills training did not elicit any significant benefit compared with the support group.
Quality of life
There appears to be no difference in the quality of life experienced between groups after 26 weeks of life skills training or support group care when assessed with the Quality of Well-being scale.
Were the selection criteria too restrictive?
Life skills training is a common feature of the long-term rehabilitation of people with serious mental illnesses. Although this type of training may be combined with other programmes such as social skills training, it is distinctive and, we feel, still worthy of evaluation in its own right. It is a relatively simple type of treatment, with great potential benefit for those who are so profoundly disabled making normal community life nearly impossible. We found many good studies that tried to test the effect of life skills but some did not clearly distinguish between those with social skills or problem solving skills. However, these four studies provide some meaningful data for therapists to develop a more effective programme and more well design studies to measure specific outcomes (see implications for practice).
A U T H O R S ' C O N C L U S I O N S
Implications for practice
People with serious mental illness
Considering that there is severely limited evidence that life skills training programmes are of value to those with serious mental illnesses, their advocates would be well justified in calling for a randomised controlled trial in this area. Until such time as any evidence of benefit is available it is questionable whether recipients of care should be put under pressure to attend such programmes.
Clinicians
Many healthcare professionals spend significant parts of their jobs training people with chronic mental health problems in the area of life skills. This review shows that there is no evidence indicating that such programmes are helpful or harmful to this vulnerable group. The healthcare profession is responsible for a situation where an almost unevaluated and expensive treatment is provided for a vulnerable population.
Managers/policy makers
It is likely that short-sighted managers or policy makers would see life skills programmes as ripe for closure. Nevertheless, others may see this as an ideal opportunity for evaluation and give full support to those wishing to undertake such work.
Implications for research
1. General From the limited data available life skills appears to provide no benefit for people with chronic mental health problems. If there are benefits to be gained from life skills then larger trials of adequate power are needed to determine its value for such people.
Randomisation and blinding
If readers are to be assured that selection bias has been eliminated then the process of randomisation should be clearly described. Blinding in this area is problematic if the assessor is also implementing the intervention, as would appear to be the case. We feel it would be possible to design a study with simple pragmatic and objective outcomes that could be recorded by those not so closely involved in the intervention under evaluation.
Outcomes
Scale data, when derived from validated scales, is difficult to interpret, but it is impossible to decipher with any confidence data produced by a non-validated scale. We would suggest that if a trial is to be of use, dichotomous data are most valuable to both the clinician and recipient of care. These data should relate to the desired life skills as well as mental state, satisfaction and costs.
Reporting of data
Clear presentation of raw dichotomous data assists reviews such as this. If continuous data are to be used they should be presented with a mean, standard deviation and the total numbers from which they were derived. Inexact 'p' values are unhelpful.
P O T E N T I A L C O N F L I C T O F I N T E R E S T
Patraporn Tungpunkom none known. Maggie Nicol a professor of occupational therapy who undertakes life skills training.
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S O U R C E S O F S U P P O R T
External sources of support
• No sources of support supplied
Internal sources of support 
Notes
Reasons for withdrawal not given (N=3).
Not "intention-to-treat" analysis. 
No details of the standard day hospital programme given.
Allocation concealment B -Unclear
Study Patterson 2003
Methods Allocation: "randomly assigned" -four out of eight facilities were randomly chosen into study. Ten patients were recruited from each site and two facilities were randomly assigned to either experimental or control group. Blindness: assessors were blinded to subjects' treatment condition.
Duration: 12 weeks and follow-up 12 weeks. Setting: board and care facility in community.
Participants
Diagnosis: schizophrenia and schizoaffective disorder (DSM-IV). N=40* Age: at least 40 (mean age~45 years). Sex: male and female. History: long standing psychotic disorders. Excluded: dementia, serious suicidal risk. Interventions 1. Functional Adaptation Training (FAST); a 120 minutes 24 semi-weekly intervention composed of 6 areas of everyday functioning: i) medication management, ii) social skills, iii) communication skills, iv) organization and planning, v) transportation, and vi) financial management. N=20.
2. Treatment as usual. N=20. Outcomes
Functioning. UPSA, SSPA, MMAA. Mental state: PANSS, HAM-D, QWB.
Notes
Not intent-to-treat analysis. *8 were dropped out and were excluded from analysis.
Allocation concealment B -Unclear
Study Patterson 2006
Methods Allocation: "randomly assigned" . Blindness: assessors were blinded to subjects' treatment condition. Duration: 24 weeks. Setting: board and care facility in community.
Participants
Diagnosis: schizophrenia and schizoaffective disorder (DSM-IV). N=240* (124/116). Age: at least 40 (mean age~50 years). Sex: male and female. History: no involvement in other psychosocial study or drug research prior or at follow-up period. Excluded: dementia, serious suicidal risk. Interventions 1. Functional Adaptation Training (FAST) composed of 6 areas of everyday functioning: i) medication management, ii) social skills, iii) communication skills, iv) organization and planning, v) transportation, and vi) financial management; weekly 120 min sessions provided for 24 weeks. N=124.
2. Attention control condition: a support group session that provided a supportive environment for addressing personal problems. The first hour was provided a chance for freely discussed issue important to the patients and therapist then identified common themes; second hour therapist facilitated discussion around theme designed for that session, solution was emerged by group members discussion. AC were provided 120 min/weekly for 24 weeks. N=116. Outcomes
Notes
Intent-to-treat analysis * Eligible patients were 465. Two hundred and nineteen were excluded from random assignment to study groups due to did not meet inclusion criteria (n=144), refused to participate (n=67) and other (n=8). 240 were included in random assignment to study groups: 124 for experimental group; 116 for control group; 18 were withdrew from the experiment group due to moved from B & C (n=8), hospitalised/medical (n=3), schedule conflict (n=2), lost contact (n=2) and refused intervention (n=3), therefore only 106 received intervention but 7 lost of follow-up. 99 were eligible to analyse but only 82 were completer. 14 were excluded from the control group due to moved from B & C (n=4), hospitalised/medical (n=3), schedule conflict (n=1), lost contact (n=2),refused intervention (n=2), jailed (n=1),and lack of transportation(n=1), therefore only 102 received regular intervention but 6 were lost of follow-up. 96 were eligible for analysis but only 76 were completer.
What's New
Electronic search for the May 2007 review update produced two additional studies for inclusion.
Date new studies sought but none found
Information not supplied by author 
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